This study examined the concordance and predictive validity of two empirical and two operational classification systems of psychotic disorders. Latent class analysis (LCA) was applied to 16 index episode and to their corresponding 16 lifetime symptom ratings of 660 psychotic inpatients, who were also diagnosed according to DSM-IV and ICD-10 criteria. The resulting classes or diagnoses were validated against clinical (premorbid adjustment, treatment response, and course) and etiologic (morbidity risk of schizophrenia and major mood disorders) variables. LCA of index episode and lifetime ratings showed that five classes of psychotic disorders provided the best fit to the data: schizophrenia, psychosis, schizomania/schizobipolar, schizodepression, and mixed psychosis (cycloid psychosis for index episode ratings and atypical schizophrenia for lifetime ratings). The concordance between the empirical and operational classification systems was poor. Irrespective of the classification method used, the most powerful validators were the clinical ones, whereas the etiologic validators played a negligible role in validating the classes or diagnoses. Overall, DSM-IV and ICD-10 classifications had more clinical validity than empirical classifications, mainly because of circularity in operational definitions regarding treatment response and course of the disorders. With the exception of the category of schizophrenia, which showed some nosological stability across the four classification systems, the number and type of categories of psychosis were highly dependent upon the set of classification procedures. These results make clear the problems inherent in drawing well-defined boundaries between psychotic disorders.
Despite some nosological advances in the field of psychotic disorders, the number of classifications continues to multiply. Current classifications such as DSM-IV and ICD-10 are based on historical concepts, clinical observation, theoretic assumptions, and to some extent on empirical data; they, however, in an effort to delimit prototypical disorders, continue to provide somewhat arbitrary diagnostic criteria such as symptom duration, degree of impairment, or inclusion/exclusion criteria (Bemer et al. 1992; Maj 1998) .
A number of attempts have been made to develop classifications of psychotic disorders based on empirical (i.e., statistical) grounds, but most of them have been limited to schizophrenia patients or have remained at a descriptive pattering finding. We are aware of a few studies aimed at empirically classifying the whole group of psychotic disorders (Lorr et al. 1963; Everitt et al. 1971; Angst 1993; Manton et al. 1994; Kendler et al. 1997 Kendler et al. , 1998 Sponheim et al. 2001; Peralta et al. 2002) ; the last five studies have further attempted to link the classes of psychotic disorders with clinical or etiologic factors, and only one previous study (Kendler et al. 1998 ) has examined the concordance between empirical and consensus criteria. Despite significant advances in die classification of psychotic disorders, three important issues remain largely unexplored. First, should classifications be predominantly based on index episode psychopathology or lifetime ratings of symptoms? Second, to what extent are current operational diagnostic systems (i.e., DSM-IV and ICD-10) concordant with empirically derived classifications of psychotic disorders? And third, what is the comparative predictive validity of the operational and empirical classifications of the psychoses?
In the absence of definite external validity criteria for classifying psychotic disorders, a useful approach to the nosological validity issue would be to examine different procedures for classifying psychotic disorders and compare their predictive validity. This study addressed the above-mentioned issues. Its aims were (1) to examine the latent class structure of psychotic disorders on the basis of index episode and lifetime symptom ratings; (2) to diagnose the patients according to the two current operational diagnostic systems, namely DSM-IV and ICD-10; (3) to examine the level of concordance within and between the two sets of procedures for classifying patients; and (4) to comparatively examine the predictive validity of the two empirical and the two consensus classifications of psychotic disorders against a number of clinical and etiologic variables.
Patients and Methods
Subjects. The sample consisted of 660 psychotic patients drawn from consecutive admissions to the psychiatric unit of the Virgen del Camino Hospital between 1988 and 1996. To be included in the study, patients had to present at least one psychotic symptom as defined by the DSM-III-R (APA 1987) criterion A for schizophrenia, or severe negative symptoms as defined by a score greater than or equal to 4 in any subscale global rating, excepting attention, from the Scale for the Assessment of Negative Symptoms (Andreasen 1984) . Only patients with highquality data from several sources, including information provided by a close relative, were included in the study. Other exclusion criteria were severe drug abuse confounding diagnosis, demonstrable brain disease, or mental retardation. The study was approved by the locaJ ethical committee, and all subjects or their legal representatives provided informed consent to participate.
The study group included 384 male (58%) and 276 female (42%) patients having an average education of 9.3 years (standard deviation [SD] = 3.2). The mean age was 36.0 years (SD = 14.0), the mean age at onset 26.9 years (SD = 10.6), and the average number of hospitalizations 3.4 (SD = 4.3).
Diagnostic Assessment
Patients were administered a battery of instruments to assess clinical symptoms and diagnoses. The main assessment instrument was the Manual for the Assessment of Schizophrenia (MAS) (Landmark 1982) , a semistructured interview for assessing psychotic symptoms and diagnoses from a polydiagnostic point of view. The MAS was originally designed to cover 12 diagnostic criteria for schizophrenia and related disorders but was subsequently modified by our group (Peralta and Cuesta 1992) to rate additional criteria of schizophrenia, specific psychotic disorders, and the whole spectrum of functional psychotic disorders according to DSM-III-R criteria (APA 1987) . The MAS provides comprehensive information on sociodemographic and clinical features, current and past symptoms and signs, and course of the psychotic illness. To rate the MAS, multiple information sources were used, including several interviews with the patients, information provided by relatives, medical records, and nurses' information about the patients' behavior in the ward. Patients were assessed by one of the authors, with each of them rating approximately half of the patients. Interrater reliability for symptoms and diagnoses was assessed in 33 consecutive patients assessed conjointly but rated separately. Interinterview reliability for independent assessments was not conducted.
To minimize criterion and information variance for final research diagnoses, best estimated DSM-III-R diagnoses for psychotic disorders were produced on a consensus basis by the authors using all available information. At times, the opinion of a third psychiatrist was also solicited. Given that DSM-IV (APA 1994) and ICD-10 (WHO 1993) diagnostic systems were not available when the study began, the patients were rediagnosed using these criteria by the same procedure described above for producing DSM-III-R diagnoses. The expanded MAS contains the necessary information for making diagnoses according to these criteria. Only DSM-IV and ICD-10 diagnoses are reported here. The DSM-IV diagnostic breakdown was as follows: schizophrenia (n = 358, 54.2%), schizophreniform disorder (n = 61, 9.2%), schizoaffective disorder (n = 37, 5.6%), bipolar disorder (n = 64, 9.7%), major depression (n = 24, 3.6%), delusional disorder (n = 27, 4.1%), brief psychotic disorder (n = 57, 8.6%), and psychotic disorder not otherwise specified (NOS) (n = 32, 4.8%). ICD-10 diagnoses were as follows: schizophrenia (n = 419, 63.5%), schizoaffective disorder (n = 66, 10%), bipolar disorder (n = 42, 6.4%), major depression (n = 19; 2.9%), acute transient psychotic disorder (n -64, 9.7%), delusional disorder (n = 27, 4.1 %), and psychotic disorder NOS (n = 23, 3.5%). Given the relatively low number of patients with major depression, they were subsumed with bipolar patients under the diagnosis of affective disorder (DSM-IV criteria: n = 88, 13.3%; ICD-10 criteria: n = 61, 9.2%). The majority of affective patients (92%) had moodcongruent psychotic symptoms, and 40 percent had moodincongruent psychotic symptoms.
Selection of Variables for the Latent Class Analysis.
Out of the 172 clinical features in the modified MAS, 16 variables (15 symptom ratings plus type of illness/episode onset) were selected to be subsumed to latent class analysis (LCA). The criteria for selecting the items were as follows: (1) coverage of the major dimensions of the psychotic psychopathology; (2) symptoms with relatively high prevalence rate; (3) global ratings of symptoms rather than very specific symptoms such as type of delusions, hallucinations, or formal thought disorders; and (4) clinical relevance of symptoms. We tried to maintain a balance between symptom coverage and number of items in order to avoid unreliable or spurious results. The 16 variables we selected are very similar to those included in previous LCAs (Kendler et al. 1997 (Kendler et al. , 1998 , which allows us to compare our data with those from previous studies. Unlike researchers in previous studies, however, we tried to avoid assumptions about the relation of descriptive features with course or outcome, and thus we did not include these variables in the LCA. Furthermore, we included a few variables that are not usually considered for defining classes of psychotic disorders but are of potential clinical or nosological relevance: disorientation/confusion, symptom/syndrome polymorphism, lack of insight, and acute onset.
All the symptoms were rated as present or absent during the index episode (during the first five days after admission and over the last month of admission) and lifetime (over the entire course of the illness). Acute onset was defined as the development of a full clinical picture within 1 month at the index episode (index episode rating) and at illness onset (lifetime rating). Residual symptoms were rated according to the DSM-III-R definition but with a set duration of at least 2 years. Interrater reliability (K) for index episode ratings ranged between 0.63 (SD = 0.16) for bizarre behavior and 0.96 (SD = 0.07) for affective flattening; the mean K for all index episode ratings was 0.80 (SD = 0.14). Kappa values for lifetime ratings were slightly lower, ranging from 0.46 (SD = 0.18) for catatonic symptoms to 0.89 (SD = 0.11) for delusions; the mean K for all lifetime ratings was 0.69 (SD = 0.18).
External Validation. Two types of validators (clinical and etiologic) were used to examine the comparative validity of empirical and operational classifications of psychotic disorders. Clinical validators included premorbid social adjustment as rated by the Phillips scale (Harris 1975) , treatment response at the index episode as rated by the Clinical Global Impressions scale (Guy 1976) , and the course of the disorder over the entire illness duration. The course rating ranged from 0 (single episode with full recovery) to 4 (continuous course with no or minimal recovery).
Etiologic variables included morbidity risk of schizophrenia and major mood disorders in first degree relatives. The family data were collected using the family history method by means of the Family History-Research Diagnostic Criteria (FH-RDC; Andreasen et al. 1977) . It was completed on the basis of an interview with a first degree relative, and whenever possible at least one other family member was contacted to maximize the accuracy of family history information. The psychiatric records for a possibly affected member were also traced, if available. Morbid risks were calculated by means of the Kaplan-Mayer life table method. A total of 2,987 first degree relatives (parents = 1,214; siblings = 1,522; offspring = 251) aged 15 or greater were examined. The age at the time of the death of deceased relatives was accepted for calculating morbidity risks. Individuals and families that were ascertained more than once were counted once for each time they were independently ascertained.
Interrater reliability (intraclass correlation coefficient) for premorbid adjustment, treatment response, and course was 0.92, 0.97, and 0.98, respectively. Kappa for FH-RDC diagnoses was not assessed.
Data Analysis. LCA is a statistical methodology that can be used to investigate an observed association among a set of categorical manifest variables and to determine class membership. The basic premise of the latent class model is that the observed variables are imperfect indicators of an underlying latent variable with a finite number of mutually exclusive classes. The condition of mutual independence within classes is termed "local independence" in the latent class literature (Goodman 1974) . The local independence assumption implies that the probability of an individual's response to any item is dependent only on latent class membership. LCA may be understood as a categorical variant of factor analysis. A major difference between the two procedures is that while factor analysis classifies variables, LCA classifies subjects.
In this study, LCA (Von Davier 1999) was used to determine the optimal number of classes fitting the 16 symptom ratings assessed at both index episode and across the lifetime. For both types of ratings, ten competing models made from one to ten underlying classes were examined. As goodness-of-fit measures we used a \ 2 obtained by a parametric bootstrap estimation method and Akaike information criteria (AIC). A nonsignificant x 2 value indicates that the LCA solution does not reject the model and hence that the model fits the data well. Solutions fitting the data well were examined for parsimony (as indicated by lower AIC indexes), with the lowest AIC index being preferred over the rest.
All other statistical procedures were performed using the Statistical Package for the Social Sciences (SPSS V6.1) (Norusis 1995) . The overall level of concordance among classification systems was examined by means of the lambda (\) coefficient and the level of concordance among pairs of diagnoses by the K coefficient; both statistics may be interpreted as the chance corrected proportional agreement among classes.
In validating the classification systems, we used \ 2 analyses for categorical variables; if significant, these analyses were followed by pairwise x 2 analyses. For continuous measures, one-way analyses of variance (with the Tukey-B test for multiple comparisons) were used. In comparing morbidity risks across groups, for each proband disorder, the log-rank x 2 overall test of homogeneity was computed; if significant, this test was followed by pairwise log-rank x 2 tests. Effect sizes were used to examine the strength of the validity of the alternative classification systems against the external or predictive variables. Effect sizes were computed using Cohen's d for dimensional variables and Cramer's V for categorical variables. Cohen (1988) has suggested that d or V values of 0.20, 0.50, and 0.80 define effect sizes that are small, medium, and large, respectively.
Results
Latent Class Analysis. Table 1 depicts the statistical parameters of the alternative LCA solutions for index episode and lifetime symptom ratings. There was clear statistical evidence in support of a five-class solution for both types of ratings. Tables 2 and 3 show the observed class frequencies and the endorsement frequencies of symptoms across classes. It was evident that there was a roughly pairwise phenomenological correspondence between index episode and lifetime classes; therefore, we will describe them conjointly. The first class from index episode and lifetime ratings (schizophrenia) was characterized by high levels of psychotic, disorganization, negative, lack of insight, and residual symptoms. The second class from index episode ratings and the third class from lifetime ratings (psychosis) was mainly made by delusions, hallucinations, and lack of insight. The third class from index episode ratings (schizomania) and the fourth class from lifetime ratings (schizobipolar) comprised psychotic, disorganization, lack of insight, and manic symptoms, such as an acute onset. In addition, the schizobipolar class had moderate levels of depressive symptoms. The fourth class from index ratings and the fifth class from lifetime ratings (schizodepression) was formed by high levels of psychotic, negative, and depressive symptoms, such as moderate levels of residual symptoms. Lastly, the fifth class from index episode ratings (cycloid psychosis) and the second class from lifetime ratings (atypical schizophrenia) were defined by a mixture of most symptoms. The major difference between the two classes was that, in contrast to the lifetime atypical schizophrenia, the index cycloid psychosis was characterized by a low frequency of residual symptoms, a high frequency of confusion symptoms, and an acute onset. The prevalence of individual index episode and lifetime classes on a pairwise basis was roughly similar, except that the prevalence of the lifetime atypical schizophrenia class was about twice the prevalence of the index cycloid psychosis class (n = 142, 22% vs. n = 67, 10%). Concordance among individual classes or diagnoses across classification systems is presented in table 4. The two operational systems showed good to excellent concordance among pairs of diagnoses. The only exception to this pattern was the DSM-IV schizophreniform disorder, which did not fit any ICD-10 diagnosis. Within the empirical systems, concordance among pairs of classes was good for the classes of psychosis (K = 0.74), schizomaniaschizobipolar (K = 0.62), and schizodepression (K = 0.64); moderate for schizophrenia (K = 0.56); and poor for the index cycloid psychosis and the lifetime atypical schizophrenia (K = 0.28). Concordance between empirical and operational systems was at best moderate and only for schizophrenia: K ranged between 0.43 (lifetime classes vs. ICD-10 diagnosis) and 0.61 (index episode classes vs. ICD-10 diagnosis). For other classes or diagnoses, the concordance was generally poor (K < 0.32).
When the DSM or ICD schizoaffective and mood disorders were subsumed into a single group of affective psychosis and then separated into manic and depressive categories, the concordance of these two diagnoses with the empirically derived affective classes increased substantially (K between 0.30 and 0.64). Tables 5  through 8 respectively present external validity data for the classes of psychosis according to the two LCAs and diagnoses of psychosis according to the two operational systems. Overall, operational classifications (mean effect size = 0.37) had more predictive validity than empirical classifications (mean effect size = 0.30). Within empirical classifications, those based on index episode ratings (mean effect size = 0.35) had more predictive value than those based on lifetime ratings (mean effect size = 0.25). Within operational classifications, the DSM-IV system (mean effect size = 0.41) had more predictive value than the ICD-10 system (mean effect size = 0.33).
External Validity of Classification Systems.
Clinical variables had much more predictive value than etiologic variables across classification systems. The mean effect sizes for clinical and etiologic variables across the four classification systems were 0.52 and 0.07, respectively.
Discussion
Unlike researchers in other studies that included course, biological, or etiologic variables to empirically obtain classes of psychotic disorders, we used exclusively psychopathologic symptoms plus acute onset as input variables for LCA. The reason for doing so is that when clinical features other than symptoms, such as recovery or chronicity, are included among the defining features, then recovery or chronicity is predicted by the disorder definition, which represents a circular conceptualization of disorders (Strauss and Carpenter 1974; McGorry 1991) . In this respect, our empirical approach to classification was purely descriptive, aimed at obtaining psychopathologic syndromes (the first step in the process of establishing diagnostic validity according to Robins and Guze [1970] ) that could be subsequently subjected to validation. LCAs from both index episode and lifetime psychopathology produced highly recognizable clinical syndromes, namely, schizophrenia, pure psychotic syndrome, schizomania/ schizobipolar, schizodepression, and disorders composed by a mixture of psychotic symptoms (cycloid psychosis for the index episode ratings and atypical schizophrenia for the lifetime ratings). The major difference between index and lifetime classes corresponded to those classes with mixed symptoms in that they yielded poor concordance (K = 0.28); therefore, they seem to represent rather different disorders. The index episode mixed class was analogous to the concept of cycloid psychosis (Leonhard 1961; Penis 1974) because it was characterized by acute onset, symptom polymorphism, and good outcome, whereas the lifetime mixed class was a residual category involving a mixture of symptoms and clinical features from the other classes. On the basis of the frequency of residual symptoms and the relatively poor course and outcome, this category could be considered as an atypical form of schizophrenia.
Because of differences in sampling and particularly in number and type of input symptoms, the classes we found cannot be directly compared with those obtained in previ- Note.-CP = cycloid psychosis; MR = morbidity risk; P = psychosis; S = schizophrenia; SD = standard deviation; SM = schizomania; SR = schizodepression.
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' n Is the number of probands with an affected relative, and % is the MR. ous studies. Despite this, however, the classes are rather similar to those described previously using LCA or related methodology. In Line with previous studies (Manton et al. 1994; Kendler et al. 1997 Kendler et al. , 1998 ), we did not find different classes of schizoaffective and affective psychoses, which raises doubts about the empirical validity of these diagnoses as separate disorders. Of particular interest was the replication of the schizodepression class, in which, as in the Kendler et al. (1998) study, levels of premorbid adjustment and outcome were less severe than in schizophrenia but substantially more prominent than in the schizobipolar class. Our replication of schizodepression across two types of psychopathologic assessments indicates additional procedural validity for this nosological concept. Within a set of classification system (i.e., empirical) categories of psychoses tended to resemble on a pair-wise basis, whereas they tended to differ from the categories derived from the alternative set of classification (i.e., operational). There were three exceptions to this general rule. First, schizophrenia showed moderate to good concordance across classification procedures, thus indicating some nosological stability for this concept. Second, within empirical classifications cycloid psychosis and atypical schizophrenia were poorly associated. And third, within the operational classifications, DSM-IV schizophreniform disorder was unrelated to any ICD-10 diagnostic category. The good level of agreement between DSM-IV and ICD-10 diagnoses-with the exception of schizophreniform disorder-indicates that the convergence efforts of the developers of both systems seem to have been successful. However, and just as with the reliability versus validity issue (McGorry et al. 1989 ), convergence of operational classifications does not necessarily mean greater validity. Interestingly, disorders in the DSM-IV or ICD-10 classifications whose nosological status remains rather controversial (Kendler 1980; Jorgensen and Mortensen 1988; Strakowski 1994; Johnstone et al. 1996 )-namely, delusional disorder, brief psychotic disorder, and schizophreniform disorder-did not fit into any empirically derived classes, which raises further doubts about their nosological validity.
In terms of overall effect size, DSM-IV diagnoses had the highest predictive validity and the empirical lifetime classes the lowest predictive validity, with the ICD-10 and the index episode classes falling in between. Within empirical classifications, index episode classes had more validity than the lifetime ones. This finding may be explained by three factors: (1) the mixed or residual character of the relatively large group of atypical schizophrenia, (2) the increased information variance inherent to lifetime symptom ratings and diagnoses (Pulver and Carpenter 1983; Parker 1987) , and (3) the poor long-term stability of subtypes of psychotic disorders (Diester and Marneros 1993) . Irrespective of the causes of this finding, it is in line with previous studies showing discordance between classifications based on cross-sectional or longitudinal symptom ratings (Angst 1993; Peralta et al. 2002) and seems to favor the use of index episode psychopathology ratings over lifetime ratings for classification purposes.
Regarding operational classifications, DSM-IV classes had more validity than ICD-10 classes. This might have been expected, mainly because of the more restrictive definition of DSM-IV schizophrenia, which requires continuity of the disturbance for at least 6 months as compared with the 1-month ICD-10 criterion, which conveys higher predictive validity regarding clinical and course variables (Helzer et al. 1983 ). In addition, the DSM-IV system was less parsimonious than the ICD-10 in that the former contained an additional class-schizophreniform disorder-which might have contributed to producing spurious results. Compared with the predictive value of the empirical classifications, the predictive capacity of operational classifications, particularly DSM-IV, may have been overvalued because of the tautological definition of some disorders in which treatment response and course are included among their defining features (i.e., schizophrenia, schizophreniform disorder, and brief psychotic disorder).
Irrespective of the classification method used, the most powerful validators were the clinical ones, whereas the etiologic validators played a negligible role in validating the classes or diagnoses. An obvious interpretation of this finding is that clinical variables are of much more value for discriminating among the syndromes of the psychoses than are etiologic variables. An alternative explanation, however, is that the etiologic validators we used were rather rough and scarce, and other etiologic or pathophysiologic variables may be more powerful for discriminating among psychotic disorders (Sponheim et al. 2001) . However, the fact that the morbidity risks of schizophrenia and mood disorders are among the best established etiologic factors in functional psychoses illustrates well how far we are from a simple etiologic classification of psychotic disorders.
The results of our study must be considered in the context of several potentially important limitations. The first four are the lack of inclusion of nonpsychotic affective disorders, which has precluded the identification of new or different classes; the lack of blind conditions under which diagnoses and validators were assessed; the use of the family history method, which has a relatively low sensitivity that is particularly evident for affective disorders (Andreasen et al. 1986; Davies et al. 1997) , to assess familial liability to mood disorders and schizophrenia; and the inclusion as defining symptoms of two longitudinal features (type of onset and residual symptoms), which results in a higher probability for the classes or diagnoses to be validated by the course variable, therefore indicating that in validating the classes and diagnoses our data involved a degree of tautology. (However, the presence of either of these denning features does not necessarily imply good or bad outcome, as psychotic patients with a nonacute onset or with residual symptoms may recover [Helzer et al. 1983; Huber 1997] .) Fifth, we used rather imprecise clinical validators, and there is a need for more sensitive validators such as cognitive variables and controlled treatment response. Sixth, on the basis of the main sociodemographic and clinical variables such as the diagnostic breakdown, our sample was rather representative of psychotic patients who are consecutively admitted to a psychiatric facility because of symptom exacerbation (Ratakonda et al. 1998) ; however, the extent to which our data can be extrapolated to an incidence population or to a prevalence population in the community remains unknown.
Two general or conceptual limitations should also be noted. First, in LCA a critical issue that highly influences the resulting classes is the number and type of symptoms included in the analysis. As input symptoms we used a range of psychopathologic features that, on an a priori basis, represented well the full spectrum of psychotic disorders; this together with the fact that the resulting classes had face, clinical, and historical validity further reinforces the validity of our procedure. The second general limitation is conceptual and has profound implications for how our data should be interpreted. Both LCA and categorical diagnoses assume that the disorders are mutually exclusive, which may not be true for psychotic disorders. The local independence assumption of LCA appears to be unrealistic, as classes shared many of the defining features, which was particularly true for adjacent classes. In fact, in both LCAs, most of the symptoms were present, with a substantial prevalence (i.e., > 30%) in classes other than the denning one. A related problem was the finding of minimal differences in terms of statistical effect sizes between the different LCA solutions, suggesting that the alternative models do have poor discriminative power among themselves. The same reasoning applies to the validation study, because while most of the external validators significantly discriminated among groups, the nature of the discrimination seemed to be quantitative rather than qualitative. It would seem, therefore, that there is no strong line to be drawn between classes or diagnoses on the basis of endorsement frequencies of symptoms, course or outcome variables, and risk factors (Van Os et al. 1998) . Accordingly, categories of psychosis should not be viewed as "diagnostic entities" (i.e., separate disorders) but as overlapping constructs that can be defined only in terms of their resemblance to or dissimilarity from adjacent categories (Crow 1998) .
The results of this study reemphasize the need to continue searching for alternative models to classify psychotic disorders according to their causes and mechanisms. In the case of psychotic disorders, we are constantly confronted with a vicious circle in that we do not possess robust extraclinical markers for disentangling the nosological structure of the psychotic illness, and at the same time the blurred boundaries between disorders hinder the physiopathologic and etiologic research. After a century of drawing artificial boundaries between psychotic disorders, or in the words of the gTeat German psychiatrist Alfred Hoche (1912, p. 542) , of "trying to clarify a cloudy liquid simply by pouring it from one container into another," the nosological (i.e., categorical) approach to classifying psychotic disorders may finally be exhausted. The alternative approach is best represented by the multidimensional paradigm (Kitamura et al. 1995; Peralta et al. 1997; Van Os et al. 1999; Peralta and Cuesta 2001) . This approach assumes that the study of homogeneous groups of symptoms, rather than categories of psychotic disorders, may be more appropriate for reducing the heterogeneity of the psychotic illness at the clinical, physiopathologic, and etiologic levels. Unlike categorical diagnoses, symptom dimensions possess a number of characteristics that make them suitable for research: (1) the dimensions are not exclusive but complementary; (2) they may coexist in individual patients; and (3) they cut across all types of psychotic disorders, reflecting the lack of diagnostic specificity of symptoms (Pope and Lipinki 1978) , including the Schneider's first rank symptoms (Peralta and Cuesta 1999) on which the current diagnostic criteria cast high diagnostic relevance for schizophrenia. In fact, previous studies that have compared the predictive validity of multidimensional models with that of operational (Van Os et al. 1999 ) and empirical (Peralta et al. 2002) classifications of psychotic disorders have consistently shown higher predictive value for the dimensional approach.
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